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March  3,  1948 

The  Honorable  Thomas  D'Alesandro,  Jr. 
Mayor  of  Baltimore 
Baltimore,  Maryland 

Dear  Mayor  D'Alesandro: 

For  some  time  the  Committee  on  Medical  Care  of  the 
Maryland  State  Planning  Commission  has  had  a  Committee 
to  Study  the  Medical  Care  Needs  of  Baltimore  City 
under  the  Chairmanship  of  Dr.  Lowell  J.  Reed.  In  the 
course  of  its  work  this  Committee  has  made  a  careful 
analysis  of  the  problems  of  dental  care  in  the  City  of 
Baltimore  and  has  proposed  a  program  of  dental  care  for 
children  of  school  age,  which  we  have  been  authorized 
by  the  State  Planning  Commission  to  publish  and  to 
transmit  for  your  consideration.  A  copy  of  this  report 
is  enclosed  herewith. 

I  am  sure  the  Committee  will  be  glad  to  review  its 
findings  and  recommendations  with  you  and  to  supply 
any  additional  information  in  its  possession  upon  your 
request. 

Very  truly  yours, 

Maurice  C.  Pincoffs,  M.  D. 
Chairman,  Committee  on  Medical  Care 
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A  DENTAL  CARE  PROGRAM  FOR  SCHOOL  CHILDREN 
IN  BALTIMORE  CITY 

The  Committee's  study  of  the  distribution  of  illness  revealed  clearly 
that  it  is  erroneous  to  consider  the  population  as  separated  into  two  groups 
— ^the  ill  and  the  well.  Health,  or  its  converse,  illness,  is  a  graded  matter 
for  every  member  of  society.  Although  dental  caries,  the  principal  and 
most  prevalent  of  dental  diseases,  attacks  nearly  the  entire  population,  there 
is  wide  variation  in  the  dental  health  of  individuals.  A  single  tooth  or 
several  may  be  attacked  at  a  given  time,  and  since  one  attack  confers  no 
immunity  to  a  subsequent  attack,  repeated  dental  examinations  and  treat- 
ment become  essential.  Adequate  provision  for  dental  care,  therefore, 
represents  a  large  and  important  aspect  of  the  medical  care  requirements 
of  any  community.  The  Committee,  consequently,  devoted  considerable 
time  to  the  study  of  the  dental  care  needs  of  the  population.  The  present 
report  presents  the  Committee's  conclusions  and  recommendations  relative 
to  this  phase  of  Baltimore's  medical  care  needs. 

At  the  request  of  the  Committee's  Chairman,  the  Surgeon,  General  of 
the  United  States  Public  Health  Service  assigned  Dental  Surgeon  Norman 
F.  Gerrie  to  assist  in  the  assembling  and  analysis  of  data  that  would  give 
to  the  Committee  a  better  understanding  of  the  dental  problem  and  its  re- 
lation to  the  total  medical  care  needs  of  the  population.  The  material  thus 
collected  is  too  voluminous  to  present  in  detail  herein,  but  it  has  been 
drawn  on  extensively  in  preparation  of  this  report. 


Classification  of  dental  disorders 

Dental  disorders  can  be  classified  upon  the  basis  of  the  treatment  re- 
quired as  primary  or  secondary  disorders.  The  former  consists  of  cavities 
arising  as  the  result  of  caries,  accretion  of  calculus  to  the  surfaces  of  the 
teeth,  irregularities  of  the  teeth  causing  malocclusion  and  pathological  re- 
actions to  infections  of  the  supporting  tissues  or  gums.  The  loss  of  teeth 
that  comprises  the  secondary  disorder  arises  either  from  direct  damage 
caused  by  the  primary  disease  or  is  produced  because  of  the  radical  treat- 
ment required  when  the  primary  disorder  is  neglected.  The  treatment  of 
the  secondary  disorder  is  always  the  resort  to  some  form  of  prosthesis. 
In  Table  1  dental  conditions  have  been  classified  under  primary  and  sec- 
ondary disorders,  and  the  sequence  of  treatment  required  in  relation  to 
progressive  severity  is  tabulated. 
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TABLE  1 

THE  SEQUENCE  OF  TREATMENT  REQUIREMENTS  IN  RELATION  TO  THE  PROGRESSIVE 
SEVERITY  OF  FIVE  COMMON  DENTAL  DISEASES 


Disease* 

Primary 
disorder 
(consequent 
to  disease) 

Primary 
treatment 
required 

Secondary 

disorder 

(consequent  to 

primary  treatment) 

Secondary 
treatment 
required 

Cavity  (ies) 
in  tooth 

Filling  (s) 

'    ' 

•    - 

Crown 

-     ' 

'    - 

Extraction 

Edentulous  area 

Prosthesis 

Caries 

Cavity  (ies) 

and 
septic  root 

Root-canal 
therapy 

Filling 

-     - 

-    - 

Crown 

-     - 

.    . 

Extraction 

Edentulous  area 

Prosthesis 

Calculus 
(tartar) 

Accretions 
on  the  teeth 

Prophylaxis 

-     - 

-    - 

Malocclusion 

Irregularity 

of  teeth 
and/or  jaws 

Orthodontia 

-    - 

-    - 

Pyorrhea 

Pathology  of 

the  tissues 

supporting  the 

tooth  (teeth) 

Prophylaxis; 
drug  therapy; 
surgery 

•           a 

-    - 

Extraction 

Edentulous  area 

Prosthesis 

Vincent's 
Infection 

Pathology  of 

the  tissues 

supporting  the 

tooth  (teeth) 

Prophylaxis; 
drug  therapy 

-    -' 

-     - 

*In  order  of  prevalence 

The  most  significant,  as  well  as  most  prevalent,  of  dental  diseases  is 
dental  caries.  Caries  attacks  both  deciduous  and  permanent  teeth  and  may 
give  rise  to  small  or  large  cavities.  Evidence  of  an  attack  is  easily  recog- 
nized since  the  cavity  will  remain,  unless  filled,  or  the  tooth  will  have  been 
lost.  For  this  reason,  the  percentage  of  the  population  with  decayed  or 
filled  deciduous  teeth  (DF)  and  the  percentage  of  the  population  with  de- 
cayed, missing  and  filled  permanent  teeth  (DMF)  are  used  as  indices  of 
the  prevalence  of  dental  caries  in  deciduous  and  permanent  teeth,  respec- 
tively. 

Caries  is  known  to  begin  early  in  life,  making  its  appearance  in  the 
deciduous  teeth  of  some  children  during  the  first  year,  soon  after  the  teeth 
erupt.  The  number  of  children  whose  deciduous  teeth  are  affected  increases 
rapidly  after  the  age  of  two  years  and  reaches  a  maximum  at  eight  years 
of  age.  Likewise,  the  percentage  of  the  population  whose  permanent  teeth 
have  been  attacked  rises  from  16  per  cent  at  the  age  of  six  years  to  97  per 
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cent  by  sixteen  years  of  age.  In  Tables  2  and  3  the  percentage  and  number 
of  individuals  who  have  had  one  or  more  attacks  of  dental  caries,  as  meas- 
ured by  decayed  and  filled  deciduous  teeth  and  by  decayed,  missing  and 
filled  permanent  teeth,  are  calculated  for  the  white  population  of  Baltimore 
in  1940.  These  tables  show  clearly  that  few  in  the  population  reach  ado- 
lescence without  evidence  of  dental  caries. 


TABLE  2 

PER  CENT  AND   NUMBER  OF  CHILDREN  WHO   HAVE   ONE   OR   MORE 

DF    (decayed   or  filled)    DECIDUOUS   TEETH   PRESENT, 

WHITE    POPULATION,    BALTIMORE,    1940 


Per  cent 

Number 

Age 
(years) 

Population 

of 

population 

with  DF 

teeth 

of 

children 

with  DF 

teeth 

under  1 

7,866 

0.0 



1 

8,685 

2.3 

199 

2 

9,181 

10.3 

945 

3 

8,504 

30.4 

2,585 

4 

8,711 

38.0 

3,310 

5 

8,732 

62.5 

5,457 

6 

8,474 

81.8 

6,931 

7 

8,685 

86.1 

7,477 

8 

9,285 

88.4 

8,207 

9 

9,281 

81.1 

7,526 

10 

9,907 

73.9 

7,321 

11 

10,141 

45.1 

4,573 

12 

11,030 

29.5 

3,253 

13 

10,996 

9.7 

1,066 

14 

11,146 

6.0 

668 

15 

11,461 

3.6 

412 

15 


TABLE  3 

PER  CENT  AND  NUMBER  OF  INDIVmUALS  WHO   HAVE  ONE  OR  MORE 

DMF    (decayed,  MISSING  OR  FILLED)    PERMANENT   TEETH, 

WHITE    POPULATION,    BALTIMORE,    1940 


Age 
(years) 

Population 

Per  cent 

of 

population 

with  DMF 

teeth 

Number  of 

individuals 

with  DMF 

teeth 

All  ages 

692,705 

86.3 

597,811 

0-5 

51,679 





6 

8,474 

15.9 

1,347 

7 

8,685 

36.2 

3,143 

8 

9,285 

53.4 

4,958 

9 

9,281 

70.6 

6.552 

10 

9,907 

78.3 

7,757 

11 

10,141 

81.9 

8,305 

12 

11,030 

87.8 

9,684 

13 

10,996 

90.8 

9,984 

14 

11,146 

95.3 

10,622 

15 

11,461 

96.5 

11,059 

16 

12,001 

97.0 

11,640 

17  and  over 

528,619 

97.0* 

512,760 

^Estimated 


Estimated  dental  needs  of  Baltimore  City 

From  data  collected  in  many  parts  of  the  country  and  analyzed  by 
Dr.  Gerrie,  it  was  possible  to  estimate  the  accumulated  dental  needs  of 
the  population  of  Baltimore.  The  results  of  these  computations,  given  in 
Appendix  Tables  A  and  B,  are  summarized  in  Table  4.    Although  based 
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TABLE  4 

ESTIMATED  TOTALS  OF  SPECIFIED  DENTAL  SERVICES  REQUIRED  FOR 
INITIAL   CARE,   WHITE    POPULATION,   BALTIMORE,    1940 


Item  of 
service 

Per  cent 

of 

population 

requiring 

service 

Number 

of 

population 

requiring 

service 

Average 

rate  of 

required 

service 

per  person 

Number  of 

items  of 

service 

required* 

Deciduous  teeth 
fillings 
extractions 

8.6 

59,930 

3.8 
0.8 

264,881 
55,666 

Permanent  teeth 
fillings 
extractions 

86.3 

597,811 

3.5 
2.0 

2,421,979 
1,373,686 

Prophylaxes 

77.7 

538,019 

1.3 

699,424 

Crowns 

«* 

4>4> 

0.1 

63,882 

Bridges 
fixed 
removable 

14.7 
5.9 

101,835 
40,888 

1.4 
1.3 

145,101 
54,300 

Partial  dentures 

13.4 

93,049 

1.0 

93,049 

Full  dentures 
lower 
upper 

9.3 
13.7 

64,340 
95,063 

1.0 
1.0 

64,34^ 
95,063 

Pyorrhea  treatment 

9.6 

66,742 

** 

66,742*** 

Vincent's   Infection 
treatment 

1.4 

9,667 

** 

9,667*** 

Orthodontia 

** 

** 

♦  ♦ 

** 

*  Totals  computed  from  age — specific  rates 

*  *     Data  not  available 


***  Minimum  requirement 

on  the  white  population,  there  is  no  evidence  that  the  dental  needs  of  the 
Negro  population  of  the  City  would  be  proportionately  any  less.  The  total 
dental  care  needs  of  the  population  can,  therefore,  be  considered  one-fourth 
greater  than  those  indicated  in  these  tables. 

The  initial  care  that  would  be  required  to  restore  the  full  dental  func- 
tion in  individuals  represents  a  task  far  too  large  for  any  community 
to  undertake.     It  would  require  more  than  2,400  dentists,  or  nearly  four 
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times  the  number  in  practice  in  Baltimore,  to  care  for  the  accumulated  den- 
tal needs  of  the  population  within  a  period  of  one  year.  The  disparity  be- 
tween the  estimated  dental  services  required  and  those  received  annually 
is  shown  in  Table  5. 


TABLE  5 

ESTIMATED  TOTALS   OF   SPECIFIED   DENTAL   SERVICES   REQUIRED  TO   MEET 

ACCUMULATED   NEEDS,  AND  ANNUAL   RECEIPT   OF   SERVICES, 

WHITE    POPULATION,    BALTIMORE,    1940 


hem  of 
service 

Total 
services 
required 

Services 
received 
annually 

Deficiency 

Prophylaxes 

699,424 

94,997 

598,094 

Fillings  « 

2,686,860  b 

383,803  c 

2,303,057  ^ 

Extractions  « 

1,429,352 

254,825 

1,174,527 

Crowns 
Bridges 

63,882     1 
199,401     J 

42,232 

221,051 

Partial  dentures 

93,049 

* 

♦ 

Full  dentures 

159,403 

12,216 

147,187 

<»  Deciduous  and  permanent  teeth 

^  Teeth  requiring  one  or  more  fillings 

'^  Number  of  fillings 

^  Minimum  (The  average  carious  tooth  requires  more  than  one  filling.) 

*  Data  not  available 


It  is  apparent  from  Table  5  that  the  dental  services  received  annually  by 
the  population  provide  for  only  a  small  portion  of  the  services  currently 
required.  This  accumulated  dental  need  has  arisen  in  part  through  neglect 
and  in  part  through  lack  of  suitable  oral  hygiene  during  childhood,  ado- 
lescence and  young  adulthood.  As  a  consequence,  the  professional  efforts 
of  dentists  must  be  devoted  largely  to  restorative  dentistry,  that  is,  the  treat- 
ment of  the  secondary  disorder  which  is  the  consequence  of  neglect  of  ade- 
quate dental  hygiene  in  youth. 

Assuming  that  the  initial  care  required  by  the  population  could  be  pro- 
vided for,  fillings  and  prophylaxes  would  form  the  principal  services  re- 
quired by  the  population  each  year  thereafter.  Prostheses  would  be  con- 
fined largely  to  denture  adjustments  and  repairs.  An  estimate  of  these  re- 
quirements has  been  summarized  in  Table  6.  The  requirements  for  fillings 
and  prophylaxes  in  this  situation  would  far  exceed  the  volume  of  these  ser- 
vices now  received  annually.  Extractions,  on  the  other  hand,  would  be  re- 
duced to  one  third  of  the  present  number. 
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TABLE  6 

ESTIMATED  TOTALS   OF  SPECIFIED  DENTAL  SERVICES  REQUIRED 

FOR  ANNUAL   MAINTENANCE    CARE,   BY  ITEM   OF  SERVICE, 

WHITE  POPULATION,  BALTIMORE,   1940 


Per  cent  of 

Number  of 

Rate  of 

Number  of 

Item  of 

population 

population 

service 

items  of 

service 

requiring 

requiring 

required 

service 

service 

service 

per  person 

required 

Prophylaxes 

55.5 

384,174 

1.21 

463,521 

Deciduous  teeth 

fillings 

* 

* 

4> 

* 

extractions 

* 

♦ 

* 

* 

Permanent  teeth 

fillings 

52.9 

292,319 

3.40 

1,189,615 

extractions  *  * 

8.8 

48,462 

1.77 

85,959 

Prostheses** 

37.7 

208,106 

1.0 

208,133 

full  upper  dentures 

1,656 

full  lower   dentures 

1,104 

partial  dentures 

17,666 

fixed  bridges 

1,656 

crowns 

5,521 

complete  denture  remakes 

11,042 

partial  remakes 

14,906 

denture  repairs 

43,614 

denture  adjustments 

110,968 

Orthodontia 

* 

♦ 

* 

* 

X-rays** 

23.1 

161,143 

* 

« 

*    Data  not  available 
**  For  ages  above  16 


From  this  summary  and  the  tabulation  of  primary  and  secondary  dental 
disorders  in  relation  to  sequence  of  treatment  requirements  in  Table  1, 
it  is  obvious  that  the  great  defect  in  meeting  the  dental  needs  of  the 
population  of  Baltimore  has  been  the  failure  to  meet  the  annual  dental  re- 
quirements for  fillings.  The  public  aspects  of  dental  care,  therefore,  re- 
volve largely  around  the  provision  for  the  early  recognition  of  dental  caries 
in  childhood  and  the  institution  of  effective  treatment  at  that  stage. 

A  survey  of  the  practice  of  a  sample  of  Baltimore's  dentists  during  a 
particular  week  indicated  that  whereas  one  third  of  the  population  of  Balti- 
more is  under  18  years  of  age,  only  about  one  fifth  of  the  services  rendered 
by  these  dentists  was  to  children.  In  many  instances  the  services  of  the 
dentist  were  confined  exclusively  to  adults.  Furthermore,  there  exists  in 
Baltimore's  schools  today  only  a  very  limited  dental  program,  which  is  con- 
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fined  to  emergency  extractions.  In  contrast  to  many  large  cities,  there  are 
very  few  public  dental  clinics  in  Baltimore  City.  Except  for  the  one  associ- 
ated with  the  dental  school  of  the  University  of  Maryland,  all  of  these  have 
limited  facilities. 

The  greatest  relative  deficiency  in  dental  care  in  Baltimore  is,  therefore, 
found  among  children  and  among  persons  with  low  income.  These  con- 
siderations led  the  Committee  to  recognize  the  need  for  the  formulation  of 
two  specific  programs: 

(1)  Inauguration  as  early  as  possible  of  a 
long-range,  constructive  program  of  den- 
tal care  and  hygiene  in  the  schools  of 
Baltimore,  making  provision  for  dental 
treatment  as  well  as  for  dental  examina- 
tions and  dental  health  education. 

(2)  Formulation  of  a  program  of  limited 
dental  care  for  those  groups  of  the  popu- 
lation unable  to  pay  for  emergency  den- 
tal treatment,  especially  clients  of  the 
Department  of  Public  Welfare.^ 

In  addition  to  these  two  specific  lines  of  approach,  the  Committee  be- 
lieves the  dental  profession  of  Baltimore  should  continue  its  efforts,  in  co- 
operation with  other  community  leaders,  to  explore  the  means  by  which 
maintenance  dental  care  can  be  furnished  to  groups  of  the  population  at 
reasonable  rates  on  some  form  of  prepayment  basis. 

Proposed  school  dental  program 

The  dental  care  needs  of  the  entire  population  can  never  be  met  on  a 
practical  and  economical  basis  until  the  dental  services  required  can  be 
supplied  on  a  current  basis  and  thereby  eliminate  accumulation  of  dental 
needs.  The  attainment  of  such  a  goal  must  be  evolutionary.  The  program 
should  start  with  a  specified  group  of  the  population  that  can  be  given 
complete  initial  care  in  the  first  year  and  such  maintenance  care  as  is  re- 
quired on  an  annual  basis  thereafter. 

A  constructive  program  of  dental  hygiene  for  children  in  the  public  and 
parochial  schools  could  provide  a  start  toward  the  attainment  of  this  goal. 
A  practical  program  would  begin  with  a  provision  for  the  examination  of 
all  kindergarten  and  first-grade  children  in  the  public  and  parochial 
schools,  together  with  treatment  of  those  whose  parents  request  such  care. 
The  following  year  a  similar  program  would  be  followed.  In  addition, 
those  children  in  the  second  grade  who  had  received  treatment  the  year 
before,  either  at  the  school  dental  clinic  or  by  a  private  dentist,  would  be 

*  Specific  recommendations  for  such  a  program  were  included  in  the  plan  for 
medical  care  of  welfare  clients  that  was  presented  in  the  Interim  Report  of  the  Com- 
mittee on  Medical  Care,  Maryland  State  Planning  Commission,  January  1947. 
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examined  and  offered  such  dental  treatment  as  required.  The  program 
would  be  continued  by  the  addition  of  all  new  entrants  to  school  each  year, 
and  the  groups  previously  examined  would  be  given  annually  the  required 
maintenance  care. 

Such  a  program  should  include  the  following  principles: 

(1)  The  administrative  direction  of  the  pro- 
gram should  be  under  a  full-time  dentist 
who  has  had  training  and  experience  in 
public  health  aspects  of  dentistry  and  in 
child  dentistry. 

(2)  The  program  should  provide  dental 
treatment  facilities  as  well  as  dental  ex- 
aminations and  dental  health  education. 

(3)  If  there  must  be  limitations  to  the  pro- 
gram due  to  lack  of  funds  or  personnel, 
such  resources  as  are  available  should 
be  applied  on  the  basis  of  number  of 
children  of  age  groups  chosen  for  care, 
rather  than  on  the  basis  of  the  number 
of  services  or  types  of  treatment  made 
available.  Complete  dental  care  should 
be  provided  to  these  groups  on  a  con- 
tinuing basis  in  preference  to  providing 
limited  services  for  a  large  number  of 
individuals. 

(4)  The  program  should  begin  with  the 
youngest  age  group  practicable  and 
should  provide  continuity  of  care  to  this 
group  through  future  years. 

(5)  The  program  of  dental  care  for  children 
should  provide  the  following  minimum 
services : 

a.  Examination  and  diagnosis 

b.  Prophylaxis 

c.  Restoration   of  carious   and  in- 
jured teeth 

d.  Pulp  treatment 

e.  Treatment     of     gingivitis     and 
mouth  infections 

/.  Extractions 

It  is  further  recognized  that  any  comprehensive  program  for  dental 
care  for  children  should  make  provision  for  orthodontia  in  cases  where 
malocclusion  creates  a  health  hazard.  The  United  States  Children's  Bureau 
recognizes  that  the  provision  for  the  treatment  of  this  defect  is  an  accept- 
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able  expenditure  under  its  program  for  aid  to  crippled  children.  The 
school  dental  program  should  also  make  provision,  in  cooperation  with 
dental  specialists  in  this  field,  for  the  correction  of  these  defects  when 
required. 

Programs  similar  to  the  one  outlined  herein  have  been  inaugurated  in 
several  communities  in  recent  years.  During  the  first  year  of  such  pro- 
grams around  30  per  cent  of  the  children  participate  fully  in  the  program. 
This  percentage  gradually  increases,  so  that  at  the  end  of  ten  years  an  esti- 
mated 70  per  cent  of  the  school  children  are  in  the  maintenance  program. 


Estimated  manpower  and  budget  for  the  first  year 

In  1940  there  were  11,185  children  of  5  and  6  years  of  age  attending 
school  in  Baltimore.  Of  this  number  3,500  might  be  expected  to  partici- 
pate in  the  program  for  dental  treatment  during  its  first  year. 

The  following  budget  is  suggested  for  the  first  year: 

1  public  health  dentist $  6,000 

15  contract  dentists,  giving  3  hours 
service  per  day  during  school  year 
at  $1,500  each'_ 22,500 

1  senior    stenographer 1,600 

2  senior  clerks  at  $1,600  each 3,200 

equipment 10,000 

supplies 2,500 


Total $45,800 

A  summary  of  this  budget  and  the  estimated  budgets  that  would  be 
required  for  subsequent  years,  as  the  program  includes  a  larger  proportion 
of  the  school  population  and  follows  them  through  the  upper  grades,  are 
given  in  Table  7.  After  the  elapse  of  this  period  the  budget  would  remain 
constant  except  for  changes  in  the  number  of  children  enrolled  in  the 
schools. 

^  This  service  may  be  provided  in  whole  or  part  by  making  use  of  a  smaller  num- 
ber of  full-time  dentists  or  by  employing  dental  hygienists,  which  was  legalized  at  the 
last  regular  session  of  the  Maryland  Legislature,  Chapter  891  of  the  Acts  of  1947. 
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TABLE  7 

ESTIMATED   NUMBER   OF  DENTISTS   AND    BUDGET    FOR   SUBSEQUENT   YEARS 


Year 

Director 

Part-time 

dentists 

(contract) 

Professional 
salaries 

Clerical 

services, 

equipment 

and 

supplies 

Total 

estimated 

budget 

1st 

15 

$  28,500 

$17,300 

$  45,800 

2nd 

23 

41,000 

20,400 

61,400 

3rd 

30 

52,000 

22,100 

74,100 

4th 

40 

67,000 

23,600 

90,600 

5th 

51 

84,000 

22,100 

106,100 

6th 

61 

99,500 

21,600 

121,100 

7th 

74 

119,000 

21.600 

140,600 

8th 

88 

140,000 

21,600 

161,600 

9th 

98 

155,000 

21,600 

176,600 

The  cost  of  the  school  dental  program  should  be  part  of  the  health  ap- 
propriation of  the  City.  The  suggested  program  substitutes  a  constructive 
preventive  dental  program  for  one  that,  as  previously  stated,  is  confined  to 
emergency  dental  care  consisting  largely  of  extractions. 

The  dentists  in  private  practice  should  be  fully  integrated  into  this 
school  program.  The  program  should  emphasize  the  examination  of  all 
children  in  the  classifications  dealt  with  above.  Following  examination, 
parents  should  receive  notification  of  the  results  of  the  examination  and 
the  recommended  treatment.  They  should  be  informed  in  this  notice  that 
parents  financially  able  to  do  so  are  expected  to  use  the  services  of  private 
dentists  in  securing  the  recommended  treatment,  but  that  the  proposed 
dental  service,  within  the  limits  of  its  resources,  will  provide  recommended 
treatment  to  those  unable  to  secure  it  otherwise.  These  children  will  form 
a  large  portion  of  the  30  per  cent  not  included  in  the  maintenance  pro- 
gram in  the  schools.  If  they  furnish  the  school  dentist  at  least  annually 
with  a  certificate  from  their  private  dentist  indicating  that  the  child  has 
received  a  dental  examination  followed  by  such  treatment  as  is  required, 
these  children  could  well  be  considered  as  participating  in  the  school  dental 
program.  The  cost  of  the  services  of  the  private  dentist  in  these  cases 
would  be  borne  by  the  parents. 
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The  children  who  continue  to  participate  in  such  a  program  through  the 
junior  high  school  should  have  at  that  time  no  cumulative  dental  needs. 
They  would  be  then  in  a  position  to  become  prospective  subscribers  to  any 
prepayment  plan  for  dental  care  that  might  be  developed  in  the  interim  by 
the  dentists  and  other  proponents  of  more  comprehensive  and  adequate 
dental  care  for  the  population  of  Baltimore. 


Recommendations 

The  Committee  to  Study  the  Medical  Care  Needs  of  Baltimore  City 
believes  that  the  program  for  schooV  dental  care  proposed  above  is  practi- 
cal and  is  based  on  sound  principles.    It,  therefore,  recommends  that: 

1.  The  Division  of  Dental  Hygiene  in  the  Bal- 
timore City  Health  Department  be  enlarged 
under  the  direction  of  a  full-time  public 
health  dentist. 

2.  An  expanding  program  of  dental  care  be 
inaugurated  in  the  public  and  parochial 
schools  of  Baltimore  City  in  accordance 
with  the  program  outlined  in  this  report. 
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APPENDIX  TABLE  A 


ESTIMATED    NUMBER    OF    TEETH^    REQUIRING    FILLING    AND    EXTRACTION, 
BY  AGE,  WHITE   POPULATION,  BALTIMORE,    1940 


Age 
group 

Population 

Number  of 
teeth  per 

person 
requiring 

fillings 

Number 

of  teeth 

requiring 

fillings 

Number  of 
teeth  per 

person 
requiring 
extraction 

Number 

of  teeth 

requiring 

extraction 

All  ages 

692,705 

3.88 

2,686,860 

2.06 

1,429,352 

0-  2 

25,732 

0.11 

2,896 

0.0 



3-  5 

25,947 

1.77 

45,937 

0.63 

16,346 

6-  8 

26,444 

5.71 

151,238 

0.67 

17,791 

9-11 

29,329 

4.11 

120,557 

0.60 

17,603 

12-14 

33,172 

3.01 

99,891 

0.27 

8,829 

15-19 

61,459 

6.76 

415,363 

0.92 

56,418 

20-24 

65,585 

6.50 

426,303 

1.30 

85,260 

25-29 

62,589 

5.55 

347,455 

2.00 

125,521 

30-34 

58,212 

5.40 

314,345 

1.90 

110,603 

35-39 

54,261 

3.85 

208,851 

2.35 

127,603 

40-44 

51,694 

3.40 

175,795 

2.85 

147,391 

45-49 

47,870 

2.75 

131,645 

3.95 

189,049 

50-54 

41,778 

2.20 

91,909 

3.55 

148,328 

55-59 

32,886 

1.46 

61,002 

3.87 

127,318 

60-64 

26,924 

1.10 

29,616 

3.61 

97,284 

65  and  over 

48,823 

1.31 

64,057 

3.15 

154,008 

^  Based  largely  on  data  from  A  Study  of  Dental  Needs  of  Adults  in  the  United 
States,  Economic  Committee,  American  Dental  Association,  1940 
^Deciduous  and  permanent  dentitions 
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APPENDIX  TABLE  B  » 

ESTIMATED  PROSTHETIC  REQUIREMENTS,  BY  AGE, 
WHITE   POPULATION,   BALTIMORE,    1940 


Age 

Number  of 
crowns 
required 

Number  of 
bridges  required 

Number 

of  dentures  required 

group 

Fixed 

Removable 

Partial 

Full 
upper 

Full 
lower 

AU  ages 

63,882 

145,101 

54,300 

93,049 

95,063 

64,340 

0-14 













15-19 

6,146 

14,148 

2,340 

2,486 

797 

338 

20-24 

6,558 

19,082 

5,968 

5,814 

1,180 

459 

25-29 

6,259 

21,909 

6,797 

7,043 

2,156 

1,407 

30-34 

5,821 

22,327 

7,276 

8,382 

3,406 

1,602 

35-39 

5,426 

19,770 

7,492 

11,005 

6,900 

3,863 

40-44 

7,763 

15,000 

7,031 

11,089 

9,924 

6,929 

45-49 

7,179 

10,103 

5,673 

12,087 

12,376 

8,761 

50-54 

6,286 

9,130 

4,095 

8,815 

14,497 

10,194 

55-59 

4,870 

7,065 

3,112 

8,229 

12,411 

8,136 

60-64 

2,692 

2,136 

1,993 

6,412 

11,605 

9,054 

65  and  over 

4,882 

4,431 

2,523 

11,687 

19,811 

13,597 

^  Based  largely  on  data  from  A  Study  of  Dental  Needs  of  Adults  in  the 
United  States,  Economic  Committee,  American  Dental  Association,  1940 
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